Graituthe @ z 
' dyag cul duLic da gal} (abl) Lai rigai 
SAUDI ENAYA Unified Medical declaration form 


i Resit insure 


rrect r the r : AD oagal ghje 
ur family rec ive SAS ode yal Ail y Al pe haal y yill ya al gaali JLA gri alll ia hiai Gls hali 
uired baa pall 465 sh ailis Guus albi JEG Fanal ile 


rdi ur unifi 















PolicyNo/CR : > g JA Jadi Aih 28, Entity Name: Al salam : SLALI aul 
Mobile No : 540095929 Jl sal aa Employee Name: ASLAM SID MOHMMAD riB gall aul 









Gender: 1 ‘usiall Nationality: 207 Ñiy Marital Status Married O tiya Single M jel Aekay! Ua) 





























Please declare any of below cases by marking y under the word 





















Any hosipital admission during last 12 months? 










Have you been diagnosed with any of the following chronic 
diseases limited to: Autism, Benign Tumor, Cancer, Heart 
Diseases, Chronic Hepatitis C, Gallstones, Kidney failure, 
Urinary tract stones, thyroid goiter, Cysts, fibroid uterus, 
Hernias, autoimmune diseases or Multiple sclerosis. 


Sapecdl alg) aa gill bid ANN Aia pall Gal ye) Cya gh teas a3 Ja. 
3h yall Ol pas Smt ya jali gg il) GA GUY) «ull all OUa pall 
GÈ ag lei AS al) a ps Ag) gull tall Algan gai Lii 
aial hail yj a eud Gal pal gail saa Jy 












Have you been diagnosed with any of the following congenital 
disorder or hereditary diseases limited to: Cerebral palsy, 
Sickle cell disorder, Thalassemia, hemophilia, metabolic 
diseases, Hydrocephalus, spinal muscle atrophy, genital 
malformations, Chromosomal abnormalities, aucher’s 
disease, G6PDDeficiency,systicfibrosis, hemochromatosis, 
Wilson disease,Polycystic Kidney Disease. 


hii AN) AAS) ita gta gf tN Gal aN) ye giy daiis a5 Ja 
JAI gal pal hi eg kpas Aglaia) LOAI l Jub yiL gi 
Fla) Aui pline Y} ola HGS get) aa) gaat yal gl) pia) silii 
aN AEN col gl pasl a ya ug ia ya Eia gus ga g Sl, 
AIG AEN AAN SS igoal g OO 0 oa gila gS paa, 






Have you been diagnosed with any of the following eye diseases 
limited to: Cataract, Glaucoma, Corneal diseases or Retinal 
diseases. 


hi AN oyali Gal al cya gly dayiti al Ja 
4 S24) Gal yal gf 450 Gal pal coli 5 ols play ola, 

















Have you been diagnosed with any of the following bone 
diseases limited to: Vertebral disc prolapse, Scoliosis, 
Arthritis or Ligament tears. 


Leal) oA y atl) YY) bab AN) pLi Gal wal Gye gly ats 95 Jay 
AY) Ajai oh Sealed gS cog HN a gant) Gil pst, 

















Pregnant Females only: : hii (Jalal) pu 
Current single pregnancy daly Gaia lls as 


Current single pregnancy with previous CS delivery 
Current multiple pregnancy 
Expected delivery date 











gÉ ial) 52 gi gi 


















Employee and dependents details that need to be added (In case of a 3 apila oi yall Altadis fly Wb gall lily 
Yes answer above, please declare the case in the table below ) ois! Jyaadi ph Aad) Si pla ll odie ati Slay! Uta i) 





















Aadil) pte aul Ata) Jisai ad) Jghali 


case Mobile No, Height 


4g! all 


Relation 






Aal aly 
ID Number 


Aad ah BY a gall ail 























Provider Name Employees/Dependent Name 






n ki 4 

1. I hereby undertake that all above information are correct and the 
acceptance of my enrolment will be on the basis of such information 
and that (Saudi Enaya) has the right to contact the hospital(s) I deal 
with to collect any medical information needed to assess the risk(s). 
2. I agree that (Saudi Enaya) has the right to reject the 
coverage/claims in full in case of no declaration of any Cases prior to 
the contractual date or before enrolling or adding a new Insured 
during the contract. 

3. I hereby confirm reading and understanding all points presented in 
this form and I agree that not marking any case is understood as 
“Nothing requires declaration” and I Sign on these basis. 


4, Failure to fill the weight and height information will result in refusal 
to cover the cost of obesity sur ji SS 
4 > 4 ksa bes ikg 


































oid lul gle aips dhli gi Gli ale eli y iaga y iL oe] BaL la plead) y oa ol al 1 
Mens dalasi pi biti asyl i gall Ql ( aaya ite 4553) asa of y cuba 
ela! api) Ql lias ai kuh Ole glee ch buy jd 

OF ghaiYl ese aic LIS ihan yl ihal yaoi) i ( Angul ilie AS 5) Aaa! ple Gil 2 
JAA A ya pe iilan fi enact JH yh Lad Go 5 JS ALES Al Otel 5 y Saul GLAM bya sl ages 
ill GL pus 5 i 







CEs) dale yie Chand) Gaiu La ayay i ili yiu Mei 3 yS 






åh yiall ial dal a Alec CAMS Lhi yai oll gau sll y Uhl Gly Used pte 4 







Cys: ni tee ee H a) AA eaa ook a 4 


ployee Signature 





i. 
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7 1 : ' A %S ` ae é Í pé] R F >? i : ty mos NT ES PEET = ut 

(1) Uponirenewal:of-the-policy , the insurer shall not request a declaration (11) pate a Seg SY laait rigai Gall AS yl aay Y ald Sa ght ese (1) 
ements BN y eS SATA a a ar RET s ag 

form for any insured who has been insured for 1i months. : 





(2) The insurer is not eligible to request a medical delaration form for gall alil ABS s gle agiia vic saat) all pall cote ghail gi yd lb Sasi AS al a Y (2) 
newborns when they are added to the existing health insurance policy. Zy lull 
(3) If you need to add more dependents, an additional form should be ae os pa see Hk : 
filled SHAS Tis) iai ai IS) eG ULSY atadi J Gi (3) 
(4) It is illegal to sign this form by the employer instead of the employee. U nll Ge Ya od Jadi Goalie old Leela aac (4) 


*= a, B44 at a 
a> IF CA Dre ght 


' dyagCul GuLic aa gall (abl) rL gr gai 
SAUDI ENAYA Unified Medical declaration form 
Taur Healt beeeatee 







al eagall 5 jaje 
auai le di pal ab yl y CD paa glaia y yill ya al gaali JES 72 pail Ihe iiai ehhi ub 
Sam gall Misi sll aila eaa eo plaadi JESU áganall le SII 






ici 














PolicyNo/CR : ; g JA dadl 405 gt ai Entity Name : Al salam ; Sliiall aul 
Mobile No : 576409753 Jiga! aby Employee Name: FAKHARE ALAM SHEKH HASIM saib gall au 










Gender : oii Nationality : ʻia Marital Status Married O gs Single M j Agen Yt Alla} 


Please declare any of below cases by marking V under the word wari Als cist ay yall gå V JLA ayy ois] CLAN Ge gl agag Ce Chall! Gan 


Have you been diagnosed with any of the following chronic 
diseases limited to: Autism, Benign Tumor, Cancer, Heart 
Diseases, Chronic Hepatitis C, Gallstones, Kidney failure, 
Urinary tract stones, thyroid goiter, Cysts, fibroid uterus, 
Hernias, autoimmune diseases or Multiple sclerosis. 
























faaali als) aagal Gh ANN) Abe jal al a ove gh dayiti ad Jas 
Bh pall Cal gece begat CSA cee gail gS) GY) «alt al pal gle wd 
chad ag beg AGE pall Sai) added Ag yell Maali cal paca cog gI ARAS 
Aaii Gaba) gh a eudi galya pil cpa ly 










Have you been diagnosed with any of the following congenital 
disorder or hereditary diseases limited to: Cerebral palsy, 
Sickle cell disorder, Thalassemia, hemophilia, metabolic 
diseases, Hydrocephalus, spinal muscle atrophy, genital 
malformations, Chromosomal abnormalities, aucher’s 
disease,G6PDDeficiency,systicfibrosis, hemochromatosis, 
Wilson disease,Polycystic Kidney Disease. 



















, hiá iaai Aa aka pal g ABIA galat oa ghy daddi oi Ja 

Jäi Gl pad hli gal Lyall Agia) LEN alylia egaal LAN 

galai Alua pLa Y aa pigs pil EDU pai yad) pti cilii 
gagi i li asil Ge ye Ge Ca pu a gi, 
All SIAN NSN CpG cgay Uae pn gila gS gad, 








Have you been diagnosed with any of the following eye diseases 
limited to: Cataract, Glaucoma, Corneal diseases or Retinal 
diseases. 








„hái NG yall Gal yal Ga gly daa ai Ja 
Asad Gaal yal gl AA alya cel yj olya cehia olga, 












Have you been diagnosed with any of the following bone 
diseases limited to: Vertebral disc prolapse, Scoliosis, 
Arthritis or Ligament tears. 


eal) cob g pail) ANYI hái 4a) plia ualpal Qe gly hats ai ae 
Adan Yi gji oh hai lgl «og pill mr cil jail, 























Pregnant Females ọn ; bái Jalali | ADU 
Current single pregnancy daly Op qlla da 


Current single pregnancy with previous CS delivery 
Current multiple pregnancy 
Expected delivery date 


iila iy pa ga lle dha 
Ain) awia la daa 
ed giall IIA QL 






Employee and dependents details that need to be added (In case of a 
Yes answer above, please declare the case in the table below ) 


3 ailal si pal) Altai ot ily Lib gall Ly 
lial Jad) ob Mall 3 ela yl ore) aay Gey! Uo (4) 


























Ath! adia aul Jigal ads 
Provider Name case Mobile No. Height 


4394) aby 441 ÄI gil 


ID Number Relation Gender Employees/Dependent Name 


Undertakings: 

1. I hereby undertake that all above information are correct and the 
acceptance of my enrolment will be on the basis of such information 
and that (Saudi Enaya) has the right to contact the hospital(s) I deal 
with to collect any medical information needed to assess the risk(s). 
2. I agree that (Saudi Enaya) has the right to reject the 
coverage/claims in full in case of no declaration of any cases prior to 
the contractual date or before enrolling or adding a new Insured 
during the contract. 

3. I hereby confirm reading and understanding all points presented in 
this form and I agree that not marking any case is understood as 
“Nothing requires declaration” and I sign on these basis. 


4, Failure to fill the weight and height information will result in refusal sisi Sait a E EN a a 
to ic ee ip ila ik iceman Aal hial fal yp ylas AMS iphis Grady coll got OS sll 5 A shll Gilly AS pre 


Aad) alil Wid gall aul 






















oak uhal cle pia Calla pf gü cule ely 5 inaa 5 ALIS oricl G gSdall Cale laal) y SUL ol fl : 
Ngee Jalal AN ih Jii gi Gall Ug] yo geal Uc s) 4S y20 y CAA 
hladi aiil Gull cling of áh Olayla Gh bas il 


OF ghail prc sie LS hasi yi Adlai Gaby i ( Aga jad Abe isà) ifai le Gil! . 
Ja AY yee iilt gh Sane) JS gf SL fey 15 Gd alts all) oe) a Shall GYLAI Ga sl yay 
all Gla 3 


Sal ca op al gi pae che al LS eS ail ag plp La pam ned 9 HES le H ; 
gial ale giie cLnaYI Gaty y Le ayay cgi iia iag oe] 3 yili 














AKUAR E 


form for any maurea who has beer insured for 11 months. 






3811) sale iaa d] pepe GV clea ed pd Gb AS AU ges Y add LS Maat te (1) 


(2) The insurer is not eligible to request a medical delaration form for gamall Quali iih y gle agiia aie cael al pall pole clad! ziga oil bial 4S 4) aa Y (2) 
newborns when they are added to the existing health insurance policy. ay edi 
(3) If you need to add more dependents, an additional form should be n 
filled. za giya iiad ah ASI g Lay iaiali Ja G3 (3) 


(4) It is illegal to sign this form by the employer instead of the employee. al gajal Ge Yu a sy dadi uala aii pai atc (4) 


RSS See © 





a.yaqC ail @JLLC aa gal} (ikl) clint) agai 
SAUDI ENAYA Unified Medical declaration form 
r the purpose of prici dt = al gagal sjaje 
eive health ervi as fed PRES wk SG past atl y dl paa ghal 3 yall uaj gali JKL giäl Iia iui dhi ali 
b Baa pall 45 gl adie Game Go lll JSG dpanall Ate I! 
PolicyNo/CR : : g Ratt) Jaa) Aih of) Entity Name: Al salam ; SLALI aa! 
Mobile No ; 591126150 hse! aly Employee Name: SANA ULLAH FARZAND ALI si gall aah 


Gender: 1 ial! Nationality: 304 ʻaia Marital Status Married O ts Single yelaig Yl ial 


















Please declare any of below cases by marking v under the word wari = LS and ay pall AV LG! gagy oLa CLAM a gl agaa ce That! yaaa 


Any hosipital admission during last 12 months? © ge 12 Sd) DMR Aia ay gill 25 Ue al 


Have you been diagnosed with any of the following chronic 
diseases limited to: Autism, Benign Tumor, Cancer, Heart 
Diseases, Chronic Hepatitis C, Gallstones, Kidney failure, 
Urinary tract stones, thyroid goiter, Cysts, fibroid uterus, 
Hernias, autoimmune diseases or Multiple sclerosis. 


















baaa aladi , aa gill „hii idli Kia jali cual al cya gh daiis a5 
Sla alyan ira Ca ball gugile UAN l Gal pal A 
gi aug Gly Sill AGB all a ads Agl gall Maadi Gal pacar g AN paid! 
dort) hail) yj Aah) eal ya! pa) «Gil can Il 
















Have you been diagnosed with any of the following congenital 
disorder or hereditary diseases limited to: Cerebral palsy, 
Sickle cell disorder, Thalassemia, hemophilia, metabolic 
diseases, Hydrocephalus, spinal muscle atrophy, genital 
malformations, Chromosomal abnormalities, aucher’s 
disease, G6PDDeficiency,systicfibrosis, hemochromatosis, 
Wilson disease,Polycystic Kidney Disease. 


+ Said AM) ha cla gall gh AAI sl Gala) Go gly eect a5 Ja 

Jil (za) pad Lud peg Leena) alai LOMA Cal pal gilaa ait 

Cah pal ALAA) poe) Ala pss ptt) dhal yai cca d piah eili 
al N A yil aya ag aa Ela gas ga gS, 

lgl AN OA i iaaa aa ja gila gS gagh, 











Have you been diagnosed with any of the following eye diseases 
limited to: Cataract, Glaucoma, Corneal diseases or Retinal 
diseases. 


hb AI Ol! Gall oa gh daidi ai de 
4S) Gall gi 430) al pal eel 5 oles celia olya, 







Have you been diagnosed with any of the following bone 
diseases limited to: Vertebral disc prolapse, Scoliosis, 
Arthritis or Ligament tears. 


dyall cody acai GY jy) aa Aya plat! Gal pal Ge cl that 65 Jas 
ihs YW) 543 gl hatia tga ecg fil) 2 peal cal jail, 



























Pregnant Females on : bed Jalali AU 
Current single pregnancy daly One Je Jeo 


Current single pregnancy with previous CS delivery 
Current multiple pregnancy 
Expected delivery date 


Wigley pad ga lla Jaa 
Aig) aia la Jao 
gÉ Aai DYA AUG 














Employee and dependents details that need to be added (In case of a 
Yes answer above, please declare the case in the table below ) 


3 apila ayali Attell aiy i gall SUL, 
i Anat ($3 etali odel ariy Say! Ube . A) 










Ath!) ada au! Ji set aby 


Mobile No. 


ál all nip 


Relation Gender 


4g sell aby 
ID Number 


ALLII a} ÀN iB gall awl 






















Provider Name Employees/Dependent Name 





oaii 9 JIS! 


1. I hereby undertake that all above information are correct and the ode olal gle pias Clb! yd lb ale eli g degre g LAS Mel 5) Saal Gls sleall_y S ol al 


acceptance of my enrolment will be on the basis of such information 
and that (Saudi Enaya) has the right to contact the hospital(s) I deal 
with to collect any medical information needed to assess the risk(s). 
2. I agree that (Saudi Enaya) has the right to reject the 
coverage/claims in full in case of no declaration of any cases prior to 
the contractual date or before enrolling or adding a new Insured 
during the contract. 

3. I hereby confirm reading and understanding all points presented in 
this form and I agree that not marking any case is understood as 
bch requires declaration” and I sign on these basis. 


. Failure to fill the the weight and height information. will result in refusal a: , 
iall fiant 4 Zalas alsi haki yai Wires reer 1 Glas Aii po 
to cover { the c cost ast of  apesity surgery. y ; dls piel ile 4 MSS phai U8) ol sre GJA 5 A pall Gly Aiai pre 


À bii 


Laa bii yi pitay Jal gi gale (ays gadi hte an asai oi y A 
eld! api) Gull liat ai Ñ áy ánh Ciba sles ceh lag y jl 

ge Clea) pac sic LIS áahasii 9) ihal yai gi ( ia ead! Sic 45445) Aii de Gi! . 
SUA a cya pe diol Hapa DS gh SL fe 15 Jab OLS (cll eed 5, Shall ONA Ye Gl ayy 
Äl Gh i ft 


YLT cya gl plal SLA pte Gly gadi LS rigali lia gi ela Le Quen Cugi gol ai hl 
gíg ade 5 dic clad) gaiu Le ayay gi Mites pitas oDhe | op yil 


K 


Do Signature b pali a 5 
3 


SANA ULLAH 


(1) — the policy’, ‘the*insurer-shail et request a declaration 38-41) Ale ane Al yaga SY pheil gi pai Goh AS pl os Y ald aS gl ata te (1) 
form for any insured who has been insured for 11 months. 
(2) The insurer is not eligible to request a medical delaration form for cereal pall Fags gle agi! sic aali oil pall pole ghail giya ills call AS yo gas Y d 
newborns when they are added to the existing health insurance policy. a 
(3) If you need to add more dependents, an additional form should be P ae : 
filled. apa Gye id ay PSI gp ULY Aaa Jia gÀ (3) 


(4) It is illegal to sign this form by the employer instead of the employee. al gazal ge Ya gA Ah dadi mala phi Baad ae (4) 


1h ARAL Oe Ta © 


" dagCuldylic g da gall (yall) LÂY rigai 
SAUDI ENAYA % Unified Medical declaration form 


rrectly for urpose of pricing andt ; A agal s jaje 


rf mil ec ive Ith are servi esa Glass le SE pal AA y Ayaa Gaal y yill oa ed aall ISL £3 gal ida dae SLLG LG 
ur unified poli enefit. da gall 485 gl aitia cise Qu plead JSAM anall ite 5 






(2) dda) New l aa Type 





Entity Name ; Al salam 


Mobile No : 580423536 Jl gad) aby Employee Name: MUHAMMAD SAEED ABDUL HAMEED TH gal) al 






















































‘pail! 304 wel elas yt Uta) 





Nationality : tsH4 Single 


























Have you been diagnosed with any of the following chronic 
diseases Jimited to: Autism, Benign Tumor, Cancer, Heart 
Diseases, Chronic Hepatitis C, Gallstones, Kidney failure, 
Urinary tract stones, thyroid goiter, Cysts, fibroid uterus, 
Hernias, autoimmune diseases or Multiple sclerosis, 


Saali al yy aa sill dd ANN) Aia pall Gaal nd) Ce gly daidi ai Jas 
BN pall Ch sean igen jal (ag ull SAE ARTY) aT Gaal pal Gj paul 
ct! pag Clay Aa al) 5.) pii 64g) ga) Lal) Gl gus eg gS) Jd) 
ede) Ghee) yj AN dea) al yal «Gl! saa sy 













Have you been diagnosed with any of the following congenital 
disorder or hereditary diseases limited to: Cerebral palsy, 
Sickle cell disorder, Thalassemia, hemophilia, metabolic 
diseases, Hydrocephalus, spinal muscle atrophy, genital 
malformations, Chromosomal abnormalities, aucher’s 
disease, G6PDDeficiency, systicfibrosis, hemochromatosis, 
Wilson disease, Polycystic Kidney Disease, 


2 häi ANH) ANS) ca gah gh ABI galya Gye gly Hest a5 Ja 
JÈ Gal yal ULE peg) Lega Ada tall UN Ga) daca! tS Las) Sha} 

OS) pal ALU) pLde yy) cla Hie gS Gull) aad) pui cuj Sh pli) ‘iliil 
cog AN liD aI aya hig yaya SU gas ga 9 Sl), 
IIN ÄN CAN i cy pels y yaya opaga gila S gaya, 






Have you been diagnosed with any of the following eye diseases 
limited to: Cataract, Glaucoma, Corneal diseases or Retinal 
diseases. 


sab AGI oyal Gal yal cya gly agidi ai a 
A) Gal pal yi LAN Gal yal cej olja plii ou, 











Have you been diagnosed with any of the following bone 
diseases limited to: Vertebral disc prolapse, Scoliosis, 
Arthritis or Ligament tears. 


Pregnant Females only; 


Atl) (68 9 cael) FY UY) ed Ana) pEi al pal ce chy huasht5 a5 Jac 
Mba JW) AJAS gh Sealed) algal cg SAM) a gant) Gil ja), 














. häi bala) pgi D 






Current single pregnancy daly Ore cle he 
Current single pregnancy with previous CS delivery Mil Ay pa ga lle en 
Current multiple pregnancy aY sande le ao 





Expected delivery date ab giall 52Y sll feu 










Employee and dependents details that need to be added (In case of a 3 apila i pall Alita aiy Gib gal) CU 
Yes answer above, please declare the case in the table below ) oUa Jaandi À all 55 pla yl oyei ats Lis y! Ata gå) 





















Aad adia aml 






Jigal af; J skit Cis) 44.96) ai á ál oi 
Provider Name Mobile Nọ, Height | Weight ID Number Relation Gender Employees/Dependent Name 


gaiii y AY 

aia plai gle pis lll J 5d oli ale els y4aunie 5 ALIS oc] 6p Srall ols gleall y ahl ol ai <4 
Mee Salad gill hiiia eas gi Gall yl È ipga ite 4658) a5 p29 Gh y cuba 
ala apt ll glia Bb Gh she ch la il 


ALR) ail il gall anal 






































1. I hereby undertake that all above information are correct and the 
acceptance of my enrolment will be on the basis of such information 
and that (Saudi Enaya) has the right to contact the hospital(s) I deal 
with to collect any medical information needed to assess the risk(s). 
2. I agree that (Saudi Enaya) has the right to reject the 
coverage/claims in full in case of no declaration of any cases prior to 
the contractual date or before enrolling or adding a new Insured 
during the contract. 

3. I hereby confirm reading and understanding all points presented in 
this form and I agree that not marking any case is understood as 
“Nothing requires declaration” and I sign on these basis. 

4. Failure to fill the weight and height information will result in refusal 






















OF Chall! pre ais LIS ihaili yi iadi yai Gi ( nyadi lc 4655) asi cle sali 2 
JAS A Ca ye iiba a Src) JE yi BL Ge Ja Ls al de] SLAM CLA Gyo cal aga 
stall GL as 3 ii 


SIRT Ge gl elal JU pe: Gly agai US gògail ha i ela Le Quen Cigi y GIS Ll 3 
s adle gaie lai) Gaius le dyn (is Aker pias Mel ¢ SLi 





Ade pall iiaii dal pe iple AMSS AS Cad) ool egaga GJIN y U shall cly digas pre 4 





Leen 


| 














ed 














af | h, ¥ ¥ m $ | i ia ? { te ; sf Á : z r 4 + ” T ETAR æ as 4 
(1) Ubn enewal of the policy }the insurer shall not request a declaration Je“N( 11) Ase cata al aja oY laadh gi gai ills AS yall cas Y ali AiG sli gost ue (1) 





form insured who has been insured for 1t Months. 
(2) The insurer is not eligible to request a medical delaration form for gamall galii iy ede agahala aaah ah pall aih ghail iya lb Spl is ay (2) 
newborns when they are added to the existing health insurance policy. áa lull 
(3) If you need to add more dependents, an additional form should be ;. i ; E ee : 
filled a gapa thad ai pS) eG day aladi Ja i (3) 
(4) It is illegal to sign this form by the employer instead of the employee. Ad ga jall Ye Yu a ls Jel! sbi ald Lal) asc 

y Y y ee a es tr ee 


i> PEE EAE pe ¢ 








 dyag Cul @uLic aa gall (pila) Uai rigai 
SAUDI ENAYA % Unified Medical declaration form 
weur Hosiih iiae 
i . al oagal 5 Be 
ly for urpose of pr andt = 
ur family receive health care services as asd cle AE pull ah ily A pee glared y yill Ge pal gall ISL 72 pail Iho fad, dU AG 
ur unifie licy b it. Sam pall 4i git aila Cum Go lhal) USA hga! Ac HI! 
PolicyNo/CR : : gail Jou! Aig! of] Entity Name: Al salam + LALJI aul 
Mobile No ; 502898850 Weal fy Employee Name: SHAHID MUHAMMAD MIRZAHABIB ha gall anal 
Gender: 1 wia) Nationality: 304 ʻua Marital Status Married O gs Single dyeing! Ata 



















Please declare any of below cases by marking V under the word wari = aS cad ay yall (by Ftd! Gay oL CLI a gl tsa CF ghail pya 


1 Any hosipital admission during last 12 months? Tet 12 A) DS (pein py pill ai Ja o 


Have you been diagnosed with any of the following chronic 
diseases limited to: Autism, Benign Tumor, Cancer, Heart 
Diseases, Chronic Hepatitis C, Gallstones, Kidney failure, 
Urinary tract stones, thyroid goiter, Cysts, fibroid uterus, 
Hernias, autoimmune diseases or Multiple sclerosis. 






















Bagel) alps) oa sil) edb AG Mie pall Gaal a) Ge gly daiis ai ae 
blyad Gl gute spew C4 Jal sui gy AGI co alll GI pal Ua wae 
cpl! aug soll! AB pal 5280) pds 14g gull val) Gl pram og gl padi 
Aai) Galea) gh Ast del) yal yal «Fl! saa Il 




































































































Have you been diagnosed with any of the following congenital ee eee Re oe eee Bai 3 
disorder or hereditary diseases limited to: Cerebral palsy, : “i ; E i a i ie a 4 as e a Ká ii 
Sickle cell disorder, Thalassemia, hemophilia, metabolic ” = em eas = sts si pa hee à : sleds = om y gee 
diseases, Hydrocephalus, spinal muscle atrophy, genital eS : , wre ee : i parigi ae ia 
malformations, Chromosomal abnormalities, aucher’s u a a 3 e a R P i i a be JAIA 
disease,G6PDDeficiency,systicfibrosis, hemochromatosis, IN ALN AAD yi galg aya papagi sS ga, 
Wilson disease,Polycystic Kidney Disease. 
Have you been diagnosed with any of the following eye diseases 
sA > : Fe „hii 200 cual) Gall ge yh dada daidi ai a 
limited to: Cataract, Glaucoma, Corneal diseases or Retinal 7 
7 A Said all DESF] el pal plij) ola epli olja, 

diseases. 
Have you been diagnosed with any of the following bone 4 2 SNJ «Saad LA aUai oial pal 4 ma 

5 diseases Jimited to: Vertebral disc prolapse, Scoliosis, AN tse ma 5 à j aint gle Re lls 

pr N ‘ ) 3 fs 
Arthritis or Ligament tears. BJ) Ai gh uated algal «ig jill sa sens 
Pregnant Fem on . hái Jalal iu 
Current single pregnancy daly Gre Qe da 
Current single pregnancy with previous CS delivery Fajen Ay pod ae (lla eo 
Current multiple pregnancy Aaa)! ands ie Jao 
Expected delivery date ad siall 529 gl! yi 
Employee and dependents details that need to be added (In case of a 3 agila ol pall Aladi aiig ab yall Uy 
Yes answer above, please declare the case in the table below ) oil gaat pb Aad) Si play ode! ariy Sey! Atle gÀ) 
Addl) aa aus! Ata) Ji gall aby Jahil 4g 54! aby ál á Alia al ÈN ili gall ail è 
Provider Name case Mobile No. Height | Weight ID Number Relation Employees/Dependent Name 








> gaii y AN 
Undertakings: 
1. I hereby undertake that all above information are correct and the 
acceptance of my enrolment will be on the basis of such information 
and that (Saudi Enaya) has the right to contact the hospital(s) I deal 
with to collect any medical information needed to assess the risk(s). 
2. I agree that (Saudi Enaya) has the right to reject the 
coverage/claims in full in case of no declaration of any cases prior to 
the contractual date or before enrolling or adding a new Insured 
during the contract. 
3. I hereby confirm reading and understanding all points presented in 
this form and I agree that not marking any case is understood as 
“Nothing requires declaration” and I sign on these basis. 


4, Failure to fill the weight and height information will result in refusal ee E EEE l E 
o Peo hk ars E iall fiall dal je 4 NS Ahas yai y SI gages UJA y ybl Gln et are 4 


wha glui ple pins lll Jai ld ae sli; y Aaraie ALS odie! 5 Saal ile gleall g bibl! ol ol 
(gre hlasi colli) Gace: Jat! yf i gait ( á grudl 4glic as 2) 4S 3 gh y GLI 
bla uit] Lull gruas i db Gh sls ph bay jl 


ge clea! ase sie LIS hasl y iN Gad gh ( dp pull Ge 4S) Asia) le gili 2 
SE 4S caya iila gh Sena JE yh Saal aa Jd Las (all oel 5) Saal ANN Oye Gl ayes 
stall Sy oid 

SLI Gye agl plal ALEI pre gh aa US gigal Iba À cle Le Quen Coad y SI i Lol. 
gyl dale y dic ghaid) Gaiu Le ayay gi Utley pies ode] 5) Sdall 


ge2i(41)Ale ine A aga BY cael rigai Gil áS A ga Y a a lt ag ie (1) 


form for any insured ‘iho has been iieurèd for 11 months. 


(2) The insurer is not eligible to request a medical delaration form for aali ppl GLE (gle pihal aie aadi adyal gilb ghail gi pai ala Galil AS phl jay Y (2) 
newborns when they are added to the existing health insurance policy. Aa dll 

(3) If you need to add more dependents, an additional form should be 

filled. ape 72 dyad Add oh SI Cy ‘wad WL aY Antal Je yf (3) 


(4) It is illegal to sign this form by the employer instead of the employee. al gayi ge You a ab eal! Gale al iaa ace (4) 


